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From the Surgeon General 



Our Number One Priority 



It is hardly possible to open a 
newspaper or magazine and not 
read an article or interview decrying 
the personnel shortages in military 
medicine. 

I am besieged nearly every day 
by requests from the media for 
statements on the Navy's situation. 
Fortunately, although we are un- 
deniably understaffed, I can report 
that our quality of health care has 
not yet suffered. Further, we seem 
to be doing better than our sister 
services in recruiting and retention. 

Attracting and recruiting health 
professionals is an area over which 
the average Medical Department 
member has, realistically speaking, 
very little direct control. Everyone 
has a great deal of influence, how- 
ever, in the area of retention. 

We must concentrate our efforts 
and encourage those individuals 
who are qualified to remain as part 
of the Navy's medical team. Com- 
mand career counselors are too fre- 
quently given little support or 
simply ignored. They must be al- 
lowed to be more active and begin 
playing a major role in our retention 
endeavors. Of course, to be properly 
effective they must be utilized. I 
urge everyone to contact a coun- 



selor, or return his call if he contacts 
you, before making a final decision 
to leave the Navy. 

Peer group discussion is fine, but 
only when conducted in an atmos- 
phere of truth. Unfortunately, all 
too often unfounded rumors are ac- 
cepted as fact and can lead to what 
appears to be a sensible decision — 
one which, in reality, turns out to be 
far from correct. Remaining in the 
military is a decision only the in- 
dividual and his family can make. 

Retention is the CNO's number 
one priority and my number one 
priority. I'll do everything I can to 
improve the tangible aspects of life 
in Navy medicine. However, only 
with conscientious effort by every- 
one, from our commanding officers 
on down, will our personnel defi- 
ciencies be corrected. 

Improving retention rates is sim- 
ply good business. When you have 
good people you keep them. And I 
am glad to acknowledge that we 
have a lot of good people. 




* 



/ 




W.P. ARENTZEN 

Vice Admiral, Medical Corps 

United States Navy 
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Department Rounds 



At NRMC Camp Lejeune, children with 
physical disabilities get . . . 

A Little Help from Their Friends 



Under the friendly eyes of Donald 
Duck, Winnie-the-Pooh, Tony the 
Tiger, and other familiar cartoon 
characters, a bright-eyed four-year- 
old is learning to walk between 
child-sized parallel bars. At two, he 
fell victim to bacterial meningitis. 
As a result, he is beginning the 



developmental sequence all over 
again. 

The therapy room — colorfully 
decorated to attract and intrigue 
youngsters — is a part of the Physi- 
cal Therapy Department at NRMC 
Camp Lejeune, N.C. It is the heart 
of a departmental initiative to help 



physically handicapped children 
start on the path toward a more 
normal life. 

While the Developmental Physi- 
cal Disabilities Clinic is only a small 
part of the department's total 
effort, it is a necessary one. "We 
felt there was a documented need to 




Therapy can be fun. HM3 Laura Canepa turns a foam shape into a gentle slide. 
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For former ENS William S. Quillen, now LTJG, the goal is simple: to help this child develop basic physical skills that most 
youngsters take for granted. 



establish it," says LTJG William S. 
Quillen, MSC, USNR, one of the 
department's two physical thera- 
pists. (The other is chief therapist 
LT Gary Kremser, MSC, USN.) 
"Lejeune has around 37,000 active- 
duty personnel. There's a large 
dependent son-and-daughter popu- 
lation, and a good number of these 
children have some form of physical 
disability." However, because 
Camp Lejeune is located away from 
the larger population centers, civil- 
ian resources for the physical 



therapy these children need are not 
available within a reasonable dis- 
tance. 

The idea for the special clinic 
originated with LT Richard White, 
MSC, USN, formerly chief physical 
therapist at Lejeune, and now as- 
signed to NRMC Memphis. 

LT White felt that disabled 
youngsters, referred to the depart- 
ment by the medical center's ortho- 
pedic and pediatric services, should 
have a place of their own for ther- 
apy. "He got the ball rolling and did 



much of the legwork and ordering of 
equipment before he was trans- 
ferred," says LTJG Quillen. The 
room designated for the children's 
use was renovated and redecorated 
last winter, and the clinic became 
fully operational this spring. 

Equipment for the therapy room 
is simple but effective, and includes 
foam shapes for the children to 
handle and climb over, a Bobath 
ball, and the aforementioned pedi- 
atric parallel bars. Also part of the 
equipment — and incidentally one of 
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the most colorful features of the 
room — is a large, brightly colored 
carpet with a special purpose: it's a 
game rug, used with special game 
pieces for therapeutic play. 

At any given time, the disabilities 
clinic has around a dozen young- 
sters under treatment. Their dis- 
abilities run the gamut, with cere- 
bral palsy representing the most 
frequent problem. 

The therapists' major work is to 
help the disabled child develop 
basic abilities — sitting, standing up, 
walking, feeding himself or herself, 
etc. — that the normal child takes for 
granted. Some of the youngsters 
work with a therapist once or twice a 
week, for sessions of 30 to 45 
minutes; others, having achieved 
primary goals such as walking, 



come in less frequently for re checks 
and monitoring of their progress. 

Always, the therapists encourage 
parents to learn how to continue the 
children's therapy at home. Al- 
though the clinic cannot provide 
five-day-a-week care, "most of 
these children need daily therapeu- 
tic intervention," says LTJG Quil- 
len. "The ones who make the 
greatest strides are those whose 
parents have really gone the extra 
mile." 

The disabilities clinic is still in its 
infancy, he points out, and "we 
have to bring it carefully along and 
not overcommit ourselves." Once 
immediate goals for the disabled 
child have been achieved, the aim is 
to integrate him or her into the 
public school system or special edu- 



cation classes. "We're not taking 
over the role" of civilian institu- 
tions, he emphasizes. 

The PT Department's two physi- 
cal therapists and its four physical 
therapy and occupational therapy 
technicians handle a heavy case 
load, of which the Developmental 
Physical Disabilities Clinic consti- 
tutes only a small part. The depart- 
ment logs 1,200-1,500 patient visits 
per month — most of them by active- 
duty personnel — and the program 
for handicapped youngsters is made 
possible only by special effort on the 
part of department members. 

' 'Because of our heavy workload, ' ' 
says LTJG Quillen, "if we didn't 
have good departmental coopera- 
tion — a total departmental effort — 
we couldn't offer this service." 




An appealing environment is a vital ingredient in the children's therapy. 
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Notes & Announcements 



Dental continuing education courses . . . The following 
dental continuing education courses will be offered in 
March 1979: 

National Naval Dental Center, Bethesda, Md. 

Complete Dentures 12-15 Mar 1979 

Eleventh Naval District, San Diego, Calif. 



Occlusion 



12-14 Mar 1979 



U.S. Army Institute of Dental Research, Walter Reed 
Army Medical Center, Washington, D. C. 

Periodontics 5-8 Mar 1979 

Armed Forces Institute of Pathology, Walter Reed 
Army Medical Center, Washington, D.C. 

26th Annual Course in Oral Pathology 5-9 Mar 1979 

Letterman Army Medical Center, San Francisco, Calif. 

Periodontics 5-8 Mar 1979 

Requests for courses administered by the Comman- 
dant, Eleventh Naval District, should be submitted to: 
Commandant, Eleventh Naval District (Code 37), San 
Diego, Calif. 92132. Applications for other dental con- 
tinuing education courses should be submitted to: Com- 
manding Officer, Naval Health Sciences Education and 
Training Command (Code 5), National Naval Medical 
Center, Bethesda, Md, 20014. Applications should ar- 
rive six weeks before the course begins. 

AFIP courses offered ... The Armed Forces Institute of 
Pathology will offer the following courses: 

26th Annual Course in Oral Pathology 5-9 Mar 1979 

This course is designed to provide dentists, physicians, and trainees 
in oral and general pathology with a fundamental knowledge of vari- 
ous aspects of oral disease, and to bring them abreast of recent 
developments in this field. It will be presented by specialists in oral 
and general pathology, oral surgery, dental research and cancer 
investigation. Developmental disturbances of the head, neck and oral 
region; inflammatory diseases of the oral mucosa and jaws; the oral 
manifestations of certain systemic diseases; and neoplasms of the 
oral cavity and related structures will be discussed in detail, and their 
clinical roentgenographic and microscopic characteristics will be 
illustrated. 

Applicants should be members of the Medical or 
Dental Corps of the Armed Forces or other federal ser- 
vices. Qualified civilian personnel will be considered on 
a space-available basis. 

Application of Histochemistry to Pathology 19-22 Mar 1979 

This course consists of a survey of chemical and physical methods 
which can be used by the pathologist for the study of sections of 
tissue under the microscope. The subjects include a review of the 



theoretical basis of histochemical staining; the practical histochemis- 
try of groups of chemical compounds such as carbohydrates, lipids, 
pigments and enzymes; and the histochemistry of particular organs 
such as the skin. The material will be presented by lectures, labora- 
tory demonstrations, exercises, and the study of microscopic slides. 
Emphasis will be placed upon the use of equipment and methods 
suitable for the usual military laboratory of pathology. 

Applicants should be members of the Medical Corps, 
Dental Corps, Veterinary Corps, Biomedical Science 
Corps, or Medical Service Corps of the Uniformed Ser- 
vices. Qualified civilian personnel will be considered on 
a space-available basis. 

Further information may be obtained by writing to 
the Director, Armed Forces Institute of Pathology, 
ATTN: AFIP/EDZ, Washington, D.C. 20306. 



Major requirement for MSC officers . . . Applications 
are being sought from qualified and highly motivated 
enlisted members on active or inactive duty for appoint- 
ment in the Medical Service Corps, Naval Reserve for 
active duty. The following specialties are projected to 
have major vacancies during FY79: 

• Health Care Administration 

• Medical Technology 

• Pharmacy 

• Physical Therapy 

A baccalaureate degree in the appropriate specialty 
is required. For further requirements, refer to the 
Bureau of Naval Personnel Manual, Article 1020130. 



Medical film catalog updated ... The HSETC 1974 
Medical Film Catalog has been revised for 1978. The 
catalog contains approximately 500 Film titles in all 
areas of medical expertise, including management. 
Most of these films are available in color in either 
16mm film or 3 /4-inch videocassette tape. The latest 
program, completed too late for insertion in the revised 
catalog, is a research endeavor produced in cooperation 
with the Naval Medical Research Institute and is 
entitled, "Jim: A One Atmosphere Diving System" 
(T-469). The film demonstrates how Jim can function 
under working conditions pointing out the biomedical 
advantages of the system. It is recommended viewing 
for engineering and management personnel. 

If you have not received your copy of the revised 
Medical Film Catalog, please call Autovon 295-1226 or 
write Audiovisual Resources Division, Code 26, Naval 
Health Sciences Education and Training Command, 
National Naval Medical Center, Bethesda, Md. 20014. 

If you want to borrow materials from this catalog, 
contact your nearest audiovisual resources library or 
the HSETC audiovisual resources division. 
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Special Report 



The Surgeon General's 10th Annual Specialties 
Advisory Conference and Committees' Meeting 



This conference was held 12-15 Sept 1978 in Arlington, 
Va. The following report represents an edited (some- 
times paraphrased or abbreviated) version of the re- 
marks and presentations of specified individuals. Their 
comments do not necessarily reflect official views of the 
Navy Department or the naval service at large. 

Most of the first plenary session of SAC X was cov- 
ered in the November 1978 issue of this magazine. The 
following report covers the remaining presentations at 
the first plenary session and the second and final ple- 
nary session of the conference. 

Graduate Medical Education 
and the Inspector General 

RADM Melvin Museles, MC, USN 
Inspector General, Medical 
BUMED Code 007 

First, I would like to talk to you about the scope of the 
Inspector General's responsibilities as a whole, and 
then speak more specifically about how I interface with 
you as chiefs of services, and with the graduate medical 
education programs in general. 

I might start off very quickly by describing the ' 'typi- 
cal Inspector General." The typical IG is a man past 
middle age, spare, wrinkled, intelligent, cold, passive, 
noncommittal, with eyes like a codfish, polite in 
contact, but at the same time unresponsive, calm, and 
as damnably composed as a concrete post or a plaster- 
of-Paris cast: a human petrification with a heart of feld- 
spar and without charm or the friendly germ, minus 
bowels, passion, or a sense of humor. 

Now I hope that's not Mel Museles — at least that's 
not the image I'm going to try to bring to this assign- 
ment. I hope that the things I'm going to be doing this 



year will be done in a very constructive and instructive 
vein. 

I would like to tell you a little about some of our ob- 
jectives. Basically, we involve ourselves with command 
accomplishment of mission and functions; adequacy 
and management of available resources; organization 
efficiency and effectiveness (including compliance with 
directives and contingency planning); professional 
matters (quality of care, compliance with applicable 
standards, and training); staff appearance and groom- 
ing; and other items of special interest that are given to 
us, as the year progresses, by the Surgeon General — 
and perhaps by the CNO, passed down through the 
Surgeon General. 

BUMED Instruction 5040. IB refines our inspection 
objectives and procedures as they apply to BUMED 
commands and provides some specific guidance for 
activities being inspected. 

I am responsible directly to the Surgeon General and 
report to him after each trip. My team includes a Nurse 
Corps officer, CAPT Katie Zabel, who involves herself 
with many aspects of the inspection, but primarily with 
nursing service — quality of care being delivered on 
wards and in special care areas, such as emergency 
room, operating room, ICU, newborn nursery, recovery 
room, etc. CAPT Lloyd Nichols, my executive assistant, 
and CDR Ray Kessler, my administrative assistant, 
involve themselves with a lot of the administrative 
problems, including operating management services, 
budgets, supply, personnel management, safety, pa- 
tient records, military records, facilities, equipment 
maintenance, etc. On our visits to the field, we occa- 
sionally augment our team with people from the Engi- 
neering Corps and Supply Corps who help us carry out 
the finer details of our assignment. 

After an inspection trip, a formal report is made to 
the Surgeon General and to the commanding officer of 
the regional medical center. Our formal recommenda- 
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tions concern themselves with significant deficiencies, 
and major fiscal, personnel, or facility problems where 
outside assistance is required either from BUMED or 
from higher authority. These reports, of course, require 
very specific responses and follow-up action, usually 
within 30 days, and they have a very privileged status. 
Informal recommendations are also made directly to the 
commanding officer, and responses are required within 
60 days. The Surgeon General is briefed after each trip 
on all recommendations, so that he is aware of what is 
transpiring in the field. 

An 1G inspection clearly could not be effective with- 
out adequate preparation. Prior to each of our inspec- 
tion trips, we are involved in information gathering. We 
continuously keep abreast of current system problems, 
BUMED policies, JCAH inspection reports, Navy audit 
reports, and any changes taking place which would 
have an impact on the command we are about to visit. 
I generally forward a pre-inspection letter to each 
commanding officer, requesting a wide variety of 
management information as well as data on specific 
problems which the command happens to be struggling 
with. Problems submitted by the activity become 
sources of special interest to me. We make personal 
visits to all the pertinent codes in BUMED, gathering 
more specific information about each command, and 
seek to assist with the problems they have identified, 
even before we go to the field. 

If I am to inspect a graduate training hospital, I con- 
tact key people at HSETC and BUMED Code 3, in an 
effort to identify specific training problems in advance 
of my trip. I ask the following questions: Are they hav- 
ing difficulty with teaching staff? with their residents? 
with interns? with the teaching material? Are there 
future-assignment problems that perhaps I can help 
with? Are there additional space or support require- 
ments currently not being met? 

If I visit a command with a family practice teaching 
program, I will generally handle the program myself, 
since 1 personally have always had a special interest in 
medical education. However, if I inspect a very large 
graduate training hospital, I may request HSETC to 
augment my team with an additional physician to assist 
me in my interviews with residents, interns, teaching 
staff, and chiefs of services, because of the large num- 
ber of people involved. 

When I visit your centers, I am particularly 
interested in the following areas involved with your 
training programs: 



• Your goals and objectives. 

• Adequacy of your teaching material. 

• Adequacy of your teaching staff. Are you well- 
balanced across the board and through all subspecial- 
ties? 

• Quality of the teaching conferences within your 
own departments and within the entire graduate train- 
ing hospital. Is the attendance sufficient? Is everybody 
getting what he or she is supposed to be getting out of 
these teaching conferences? How do you critique the 
teaching conferences? How do you plan to improve 
them? Is the conference approved for continuing educa- 
tion credits? 

• Equipment. Is it adequate? Is it being maintained 
properly? Is it current state-of-the-art? What kind of 
planned replacement program do you have? Is there a 
command equipment review committee, and do you sit 
on it? 

• Does your training program meet residency review 
requirements? (I try, whenever I can, to review previ- 
ous residency committee inspection critiques to see if 
you indeed are correcting the deficiencies or problems 
defined by the residency review committees.) 

• How well are the graduates of your programs do- 
ing with their board exams? 

• How do you review, evaluate, and update your 
training programs? 

• Your budget — Are your operating targets and your 
travel money adequate? 

• Problem areas. In talking to your interns and resi- 
dents, I generally turn up a lot of problems that may not 
surface with you directly. So we try to identify problem 
areas in which I may be able to help you with your pro- 
gram. I certainly can recommend additional support 
from HSETC and from BUMED where indicated. 

I meet personally with as many of your residents and 
interns as I possibly can. I then meet with you and dis- 
cuss my findings, attempting to do this, as I said be- 
fore, in as constructive and instructive a manner as 
possible. I then discuss my findings with the command- 
ing officer and keep him apprised of what's going on, 
on a daily basis. 

At the end of our inspection, we generally hold a cri- 
tique and invite as many of the staff to attend as possi- 
ble. We go over our formal and informal recommenda- 
tions with you all present. As mentioned earlier, the 
"formals" are those which generally require some 
support or assistance from BUMED or other higher 
authority. The "informals" are directed to the com- 
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RADM Museles 



CAPT Richter 



CAPT Castell 



manding officer for his direct implementation. 

Obviously, an IG inspection would not be effective 
without follow-on action. It is through emphasis on 
these critical "before and after" periods that the IG 
provides a continuous monitoring of Medical Depart- 
ment progress as well as motivation to improve local 
and BUMED support to the Field, thus ultimately 
achieving improved quality of health care for our pa- 
tients. 

Although IG inspectors will always be plagued with 
those two great lies, "We're happy to have you" and 
"We're here to help you," I sincerely hope that in my 
tour this year these statements will be true. 

My team is clearly designed to help BUMED carry 
out its mission of support to the fleet; to help com- 
manding officers improve management; and to help 
you, as chiefs of services, improve your own graduate 
training programs. 



The Uniformed Services 
University School of Medicine 

CAPT Tor Richter, MC, USN 

Associate Dean 

Uniformed Services University of the Health Sciences 

In this report on the status of the Uniformed Services 
University of the Health Sciences, I'd like to make three 
points: first, that the school is alive and well and living 
under an assumed name in Bethesda; second, that it is 
not just another medical school; and, third, that its suc- 
cess depends on just about everybody in this room. 

To begin with, then, the school is a reality. For a time 
it appeared that it might remain an artist's conception. 
But since the dust settled on the congressional debate 



over the closing of the school a year ago last spring, the 
dust has been rising around the school's new buildings 
in the old Stone Lake picnic area in Bethesda. Classes 
have been conducted for the past year in the completed 
first increment and, with the completion of the entire 
complex next summer, the school will have classrooms, 
auditoriums, laboratories, and a library to support a 
medical school class as large as 175. 

As there are no immediate plans for other schools of 
the health sciences, the institution has adopted the 
simpler name "Uniformed Services University for USU] 
School of Medicine." 

Three classes have been enrolled: a charter class of 
31 students, just now entering their clinical years; a 
second-year class of 68; and a brand-new class of 108, 
fresh from a summer's orientation with their parent 
services. 

Demographically, the students are pretty typical of 
freshman medical students elsewhere. There's a sub- 
stantial number of women — approximately 20% of our 
applicants and our acceptees are female. We have a 
good, though not outstanding, percentage of minority 
students, and the college grade-point averages and 
MCAT scores are typical of those of students admitted 
to medical schools around the country. 

But those of you who have been involved in the selec- 
tion process know that we're looking for a student with 
another dimension: those personal qualities which will 
make them successful and happy in a military medical 
career. The components of those qualities, I suppose, 
are impossible to define, partly for the reason that 
standards for admission to the school embrace a great 
number of noncognitive as well as cognitive factors. In 
short, there are those who will be good clinicians, good 
teachers, be interested in what's going on around 
them, and be in the mainstream of American medicine. 
But there are also those who understand that commit- 
ment to military medicine goes far beyond that, and 
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extends into the areas that you've heard described by 
previous speakers. 

We're fortunate in having a large applicant pool. Last 
year there were nearly 3,500 applications for 108 
places. We made 173 offers to fill those spaces, and of 
those 173 Five were medically disqualified. 

This year, though it's early in the application cycle, 
there are more than 1,000 applications in the office, and 
we expect the total to exceed 4,000 — this in a period of 
declining medical school applications nationwide. 

The school projects an ultimate class size of 175 and 
an average of 16 years of service from each graduate as 
a medical officer. If these projections are realized, ap- 
proximately a quarter of the present medical officer 
billet strength within the armed services will be met by 
USU graduates. 

The curriculum is long and densely packed, in the 
preclinical years, with lectures and laboratory. The 
standard array of subjects is presented, with emphases 
and modification to prepare the graduate (insofar as 
training can prepare one) for patient care in a military 
setting, including combat. The classroom routine is 
leavened, and identification with operational elements 
of the student's service strengthened, through summer 
electives. 

In the summer following the first year, students are 
sent to operating units, usually in capacities which have 
nothing to do with their medical training. They become 
platoon leaders; go to jump school; work in shipyards 
and the like. The following two summers are spent in 
service medical activities, in research, and then in clini- 
cal electives. For some, this includes the opportunity to 
work in laboratories and hospitals throughout CONUS, 
and even overseas. 

Of the nearly 450 USU faculty members, only 70 are 
full time, and of these only 23 are military officers bil- 
leted to the School of Medicine. Hence, the vast major- 
ity of the faculty is made up of volunteers whose pri- 
mary duties are outside the school. Included are ap- 
proximately 100 Navy medical officers. 

Many of you have faculty appointments and USU 
medical school contacts. But it's only the beginning. As 
the trickle of students entering their clinical years be- 
comes a flood, there will be a corresponding increase in 
medical officer- student interchange. And this will go on 
not only at Bethesda but at the other hospitals which 
participate in student teaching. 

We are interested in your ideas about teaching our 
students and in your evaluation of their performance, 
particularly as it might affect the modification of our 
curriculum. We're new, and we're anxious to learn. 

The role of the university in graduate and continuing 
medical education is presently small, but will grow. 
Potential areas of expansion include sponsorship of fel- 
lowships, which we are just getting into; conduct of 
continuing medical education, both in our own facili- 
ties, when they're completed, and elsewhere on re- 



quest; and provision of guest speakers and visiting 
faculty to military health care activities as required. 

Although I'm a little too close to the institution to be 
an objective observer, it seems to me that — beyond all 
I've said — the school has a symbolic function as well. 
I'd like to think that the existence of the school and its 
dedication to excellence is an inspiration both to those 
of us who are lucky enough to be there and to those who 
are so intimately involved in the Navy training pro- 
grams. I hope that you'll think of USU as something you 
have an active interest in, and that you will assist and 
participate in its growth. 



The Physician Personnel Short- 
age in Navy Medicine— An 
Invitational Address 



CAPT Donald 0. Casteli, MC, USN 
LTJG Margaret M. McCarthy, MSC, USNR 
internal Medicine Service 
National Naval Medical Center 

In his article "Medical Care: Health Needs and Re- 
sources" (New England Journal of Medicine, 1 Jan 
1964), George Rosen appropriately stated that "the 
provision of health care requires sufficient numbers of 
competent personnel and appropriate kinds and num- 
bers of facilities. The strategic factor is personnel, since 
no program of health care can operate without enough 
people of the right kind. A shortage of personnel can be 
defined simply as the difference between the numbers 
available to render service and the numbers needed." 

Although need is often the index of adequacy in 
health-related discussions, the measurement of health 
care needs for the purpose of determining future per- 
sonnel requirements is a complex problem with many 
interrelated variables. William L. Kissick, in an article 
entitled "Health Manpower in Transition," suggests 
that "in many areas need is determined by a highly 
judgmental process. How many times does a patient 
with hypertension or with well-controlled diabetes need 
to see a physician? With a definite answer to questions 
like these, a definite need could be defined for a 
specific amount of health manpower. 

"Economists and manpower specialists agree that 
manpower forecasts based even on a finite need for 
future health services are unrealistic. They suggest ap- 
proaching manpower forecasting in terms of demand 
for health services in the classic economic sense of 
supply and demand. Demand is the economic expres- 
sion of need, although demand may go beyond need, as 
is the case with the hypochondriac." 

Health manpower requirements blur the difference 
between need and demand. They may mean primarily 
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TABLE 1: Estimated Navy-Wide Subspecialty Requirements 



Ideal 



Reasonable 



Minimum 



Actual 1979 
Staffing 
Estimate 



Cardiology 


43 


37 


29 


16 


Hematology/Oncology 


39 


30 


26 


17 


Infectious Disease 


44 


37 


17 


6 


Pulmonary Disease 


23 


18 


16 


14 


Gastroenterology 


29 


22 


14 


12 


Endocrinology 


22 


19 


14 


10 


Rheumatology 


26 


21 


9 


7 


Nephrology 


8 


66 


6-8 


7 



need or mainly demand, or they may mean a mix of 
need and demand. A review of the literature on the 
projection of health care manpower requirements re- 
sults in an unclear distinction between need and 
demand. Although the prediction of manpower require- 
ments for the provision of health care services is risky, 
it is an essential step in organizational planning. 

A severe physician shortage is one of the major prob- 
lems that faces the Navy Medical Corps today. This is a 
problem most Medical Corps officers are concerned 
about. It is a problem in organizational planning, re- 
quiring the attention and talents of high-level adminis- 
trators. Although the shortages are not painfully ap- 
parent at the four major training centers this year, the 
projections by specialty consultants for the summer of 
1979 indicate that there will be severe and critical short- 
ages of physicians of all specialties, resulting in 
training- program deficiencies, limited patient accessi- 
bility to specialist care, and an unavoidable overall de- 
crease in the quality of medical care. 

With the discontinuation of the draft in 1973, there 
has been a progressive decrease in Berry Plan input. 
Consequently, the Medical Corps is presently on its 
own in terms of the acquisition of physicians, particu- 
larly qualified specialists and subspecialists. With this 
"no input" situation, the Navy Medical Corps must 
train to meet its needs. To establish a rational plan for 
present and future training programs, an intelligent 
appraisal of the true needs for physicians of all special- 
ties in the Navy Medical Corps is necessary. 

In order to examine the seriousness of the problem 
more closely and give thought to its resolution, we 
gathered data on the availability of, and requirements 
for, internal medicine subspecialists throughout the 
Navy. 

Methodology. Various forecasting methods for deter- 
mining health manpower requirements are cited in cur- 



rent literature. All have unique deficiencies. The use of 
one method over another usually depends on the data 
that are readily available. More often than not, a com- 
bination of various methods is used in an analysis of 
future health manpower needs. 
The three most cited methods are: 

• Population ratios. The application of existing 
health-manpower-to-population ratios to the projected 
population base. 

• Economic projections. The formula involves (1) 
projecting the expenditures for future years and using 
this figure as the numerator; (2) determining the ex- 
penditures per worker and using this figure as the 
denominator. The result translates effective demand 
into manpower requirements. 

• Professional judgment. The use of medical pro- 
fessional opinions in the absence of hard data. 

Of the three methodologies cited, we used the third: 
professional judgment. Data which would allow us to 
use the population ratio methodology and/or the eco- 
nomic projection methodology were unavailable. 

We gathered our data by soliciting opinions from in- 
ternal medicine physician subspecialty advisors relative 
to their estimates of projected need in the individual 
subspecialties. In each instance, the consultant was 
asked to survey a complete list of Navy hospitals and 
give his best judgment of placement and numbers of 
subspecialists, based on "ideal," "reasonable," and 
bare "minimum" staffing levels. 

The study was limited to the specialties of internal 
medicine because of the co-authors' knowledge in this 
area, but it was felt that the shortages in internal medi- 
cine were but a reflection of those in other specialties. 
We used the subspecialty of cardiology as a specific 
example because the needs in this critical subspecialty 
seem clearer. 

Table 1 gives an estimate of Navy-wide requirements 
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for each of the eight subspecialties in internal medi- 
cine, presented as "ideal," "reasonable," and "mini- 
mum" needs. Quite striking are the comparisons with 
the projected July 1979 resources in each subspecialty, 
which fail to meet even the "minimum" staffing esti- 
mates. 

Table 2 indicates the estimated personnel needs in 
the subspecialty of cardiology for the four teaching 
centers, the naval regional medical centers, and the re- 
maining Navy hospitals, presented as "ideal," "rea- 
sonable," and minimum" requirements. The table in- 
dicates that if only the "minimum" estimate is satis- 
fied, many of the medical centers, and most of the re- 
maining Navy hospitals, will not have a cardiologist on 
board. The grand totals in these estimates indicate that 
"minimum" staffing needs supply primarily only the 
four teaching centers. Resource estimates for the other 
seven medical subspecialties show a similar distribu- 
tion. 

Before we could further examine subspecialty needs, 
we needed to develop a formula to predict the number 
of trained subspecialists on active duty at any time. 
When examining the numbers of trainees completing 
their subspecialty programs per year, we made three 



professional judgment assumptions: 

1. The average period of obligated service at the 
completion of fellowship is two years. 

2. The Navy can anticipate a 25% retention rate on 
active duty after the obligated two years. 

3. Those subspecialists retained beyond the two 
years will remain active in their subspecialty for ten 
years. 

Obviously, many factors can modify each of these 
assumptions, but experience would suggest that they 
are reasonably accurate. At present, many physicians 
completing a two-year subspecialty fellowship have 
only a one-year obligation to remain on active duty, and 
many are leaving the Navy at the completion of that 
year. However, this trend is changing, and longer 
periods of obligation at the completion of fellowship 
training are becoming more common. The assumption 
of a 25 % retention rate beyond the period of obligated 
service is probably generous. In addition, the assump- 
tion of retention for ten years of active involvement in a 
particular subspecialty is probably also a generous esti- 
mate. 

Based on these assumptions, Figure 1 indicates the 
projected numbers of specialists on active duty at any 



FIGURE 1 

SUBSPECIALTY MANPOWER RESOURCES PER YEAR 
BASED ON TRAINING OUTPUT OF 4 PER YEAR 
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TABLE 2: Estimated Number of Cardiologists 
Required by Hospital 





Ideal 


Reasonable 


Minimum 


Teaching Centers: 








Bethesda 


5 


5 


5 


Oakland 


3 


2 


2 


Portsmouth 


4 


4 


4 


San Diego 


10 
22 


8 

19 


7 
18 


NRMCs: 








Newport 











Subic Bay 











Bremerton 


1 


1 


1 


Camp Pendleton 


1 


1 


1 


Charleston 


1 


1 


1 


Great Lakes 


1 


1 


1 


Guam 











Hawaii 











Jacksonville 


1 


1 


1 


Long Beach 


1 


1 





Memphis 


1 


1 





Philadelphia 


2 


1 


1 


Yokosuka, Japan 


1 








Camp Lejeune 


1 


1 


1 


New London 


1 
12 


1 

10 


1 

8 


Hospitals: 








Annapolis 


1 


1 


1 


Beaufort 


1 


1 





Cherry Point 


1 


1 





Corpus Christi 


1 


1 


1 


Guantanamo Bay 











Key West 











Lemoore 











Orlando 


1 


1 


1 


Patuxent River 


1 


1 





Pensacola 


2 


1 





Port Huenerne 











Quantico 











Floosevelt Roads 


1 


1 





Rota, Spain 











Taipei 











Whidbey Island 



9 



8 



3 


Grand Totals 


43 


37 


29 



time, resulting from a training program providing an 
output of four subspecialists per year. Again using 
cardiology as an example, assumption number 3 indi- 
cates that at the end of the tenth year one subspecialist 
per year will be lost to retirement or upward mobility, 
so that the total number remains constant beyond that 
point. Mathematically, a fixed ratio then develops, 
based on the numbers shown in Figure 1, indicating 



that for each subspecialty trainee output per year there 
will be four subspecialists on active duty at any one 
time. 

Table 3 lists the current numbers of approved train- 
ing billets each year in the various subspecialties in 
internal medicine, as recently revised by BUMED 
Notice 1520 of 1 May 1978, Note the small number of 
trainees in all subspecialties, e.g., only four per year in 
cardiology and two per year in infectious disease. As 
indicated earlier, with the decrease in the Berry Plan 
input, the Navy is in a "no input" situation. The Navy, 
at this point, is entirely dependent on subspecialists 
generated in the Navy system. Also, only 30 general 
internists are presently being trained each year. Using 
the formula for projected total manpower, this would 
indicate only 120 internists on active duty at any time, 
far below our estimated need of approximately 292 total 
internists. (This is a 1978 projected-need figure from 
the "professional judgments" of the commanding offi- 
cers of all naval hospitals.) 

The discrepancy between our current training poten- 
tial and our estimated needs can be better demon- 
strated by Table 4. Here the "minimum" staffing 
requirement in each subspecialty is shown, together 
with the number of trainees required per year to main- 
tain this level on active duty. The deficit between the 
number of trainees required and the number of trainees 
currently provided is striking. Remember, this is the 
"minimum" staffing estimate. 

Conclusions. From the above analysis, the following 
conclusions can be drawn: 

1. Accurate data with which to define rational needs 
for military health care resources are difficult to obtain. 
Until more accurate data can be obtained, "profes- 
sional judgment" may remain the most reasonable 
technique to use. 

2. In the absence of a military draft and the Berry 
Plan type of program, the Navy must train to meet its 
needs. 

3. Present Navy training programs are not providing 
the Navy health care system with even the "minimum" 
number of internal medicine subspecialists (Table 4). 

4. Alternatives for providing the Navy health care 
system with at least the "minimum" number of sub- 
specialists must be immediately examined in order to 
prevent severe compromises in the quantity and quality 
of health care provided. 

Recommendations. There are at least four ways to 
change the formula for the provision of subspecialists in 
the Navy Medical Corps: 

1. Increase the number of years spent practicing a 
subspecialty after completion of fellowship training. It 
seems highly unlikely that this will be accomplished, 
and in fact, as stated previously, the estimate of ten 
years is probably a generous one. 

2. Extend the obligation for subspecialty training 
beyond two years. This trend appears to be occurring. 
With increasing numbers of scholarship students, and 
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TABLE 3: Subspecialty Fellowship Positions Each Year by Naval Activity 



Internal Medicine 
Subspecialties 


Positions 
Each Year 


Bethesda 


Oakland 


Portsmouth 


San Diego 


Internal Medicine 


30 


6 


4 


8 


12 


Cardiology 
Endocrinology 
Gastroenterology 
Hematoiogy/Oncology 
1 nfectious Disease 


4 
2 
2 
3 
2 


2 

1 
1 
1 
2 


1 




2 

1 
2 


Nephrology 
Pulmonary Disease 


1 
4 


1 




1 


1 
2 



Source: BUMED Notice 1520 of 1 May 1978 



TABLE 4: Comparison of Minimum Subspecialty Requirements with Current In-Service Training Output 



Subspecialty 


Minimum Staffing 
Requirement 


Yearly Output 
Requirement 


Current 
Output /Year 


Deficit 
(Trainees/Year) 


Cardiology 

Hematoiogy/Oncology 
Infectious Disease 


29 
26 
17 


7 

6-7 

4 


4 
3 
2 


3 
3-4 

2 


Pulmonary 

Gastroenterology 

Endocrinology 

Rheumatology 

Nephrology 


16 

14 

10 

9 

8 


4 

3-4 

2-3 

2 

2 


4 
2 
2 



1 



1-2 
0-1 

2 

1 



eventually Uniformed Services Health Sciences Univer- 
sity students, completing subspecialty programs in the 
future, we should recognize an increase in periods of 
obligation for subspecialists. But this offers no hope for 
the immediate short-term needs. 

3. Improve retention. Navy training centers are pre- 
sently facing severe deficiencies of experienced senior 
teachers. The alarming loss rate of commanders having 
10-15 years of active duty has resulted in great voids in 
many training programs. There seems to have been 
little or no progress in reversing this trend. 

4. Increase the input of subspecialists into the Navy 
medical system. 

In lieu of drafting physicians, which would solve the 
Medical Corps problem, and recruiting subspecialists, 
which has been a relative failure, the final recommen- 
dation seems to be the most expeditious way to resolve 
the present critical situation. It would seem that serious 
consideration should be given to finding whatever 
mechanism is available to increase training in medical 



subspecialties. Every attempt should be made to in- 
crease inservice subspecialty training where present 
resources allow, but the projected deficiencies of sub- 
specialists by July 1979 will make it difficult for training 
programs to be staffed adequately. 

The alternative to inservice training would be to in- 
crease outservice training. Based on the foregoing 
analysis, this is highly recommended, particularly in 
those subspecialties that are most crucially affected, 
such as cardiology, hematology, and infectious disease. 
The benefit of such a maneuver is much greater than 
the simple provision of increased numbers of subspe- 
cialists. One of the major strengths of a teaching hos- 
pital is the association with colleagues from various 
schools and training programs. Outservice input would 
prevent "inbreeding." 

Finding the mechanism for increased outservice 
training with appropriate added obligations for active 
duty should be considered a high-priority item and a 
crucial need. 
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Medical Department Issues Forum 

Introductory Remarks 

CAPT J.S. Cassells, MC, USN 
Director of Clinical Services 
NRMC San Diego, Calif. 

This has been a very good meeting. The consensus 
generally has been that there is a strongly positive 
spirit this year. The pall of gloom that has sometimes 
passed over us in recent months is beginning to lift. For 
the first time in a long time at these meetings, there has 
not been a great clamor of people wanting to present 
issues for the consideration of this august body. There 
are issues to be addressed, all right, but they appear to 
be soluble issues, and that's a definite step in the right 
direction. 

Our first speaker is LCDR Richard Ridenour, from 
the Intern Directors Committee. All questions will be 
held until the end of the speakers' presentations, and 
then they will be addressed by VADM Arentzen and his 
staff at that time. 



Intern Selection 



LCDR Richard I. Ridenour, MC, USNR 
Director of Interns 
NRMC Portsmouth, Va. 

The Intern Directors Committee would like to report 
the following statistics to you regarding the selection of 
Navy scholarship students for GME-1 positions in the 
areas of family practice, obstetrics and gynecology, 
basic medicine, basic surgery, pediatrics, and psychia- 
try. 

Navy scholarship students' preference lists showed 
323 applicants for 255 GME-1 positions set aside for 
graduating medical students. In obstetrics and gynecol- 
ogy, there were 32 applicants for 18 positions; in family 
practice, 56 applicants for 38 positions. Basic medicine 
had 146 applicants for 105 positions. In basic surgery, 
there were 61 applicants for 73 positions; in psychiatry, 
6 applicants for 11 positions; in pediatrics, 22 appli- 
cants for 10 positions. 

Of those assigned to basic medicine internships, 85% 
got their first choice for both programs and location. Of 
those assigned to basic surgery internships, 78% got 
their first choice for program and location. All other 
programs showed fairly equally high percentages as 
relating to program and location choice. 

The intern directors unanimously and strongly urge 
consideration of the following three proposals: 

1. Navy scholarship students selected for Navy in- 
ternships should be given, at the beginning of the 



GME-1 year, a complete list of operational medicine 
and GMO billets to which they could possibly be as- 
signed, following that GME-1 year, if they are not 
selected to continue in training and/or do not wish to 
continue in training. This would greatly aid in the in- 
terns' personal planning during the year and would 
allow them to explore their options fully. 

2. Whenever possible, scholarship students request- 
ing deferments for residencies in specialties in which 
the Navy is experiencing important shortages should be 
granted a full deferment, so that the Navy may have the 
advantage of their serving their obligations in those 
specialties. These decisions will take into full consid- 
eration the operational needs of the Navy. 

3. We strongly recommend that Navy scholarship 
students applying for Navy internships be required to 
have at least one interview with a Navy medical officer, 
that medical officer preferably to be located at a train- 
ing center. More than one interview is recommended. 

We ask that the chiefs of services and training direc- 
tors stress in their correspondence with students the 
importance of a personal interview in the selection 
process for internship. Should it be decided that this 
interview cannot be required, then we recommend the 
use of appropriately strong wording, in the internship 
brochure and other literature, suggesting the desirabil- 
ity of this type of interview. 

This year there were a significant number of appli- 
cants unknown to any of the programs. Not having an 
interview placed the candidate at a serious disadvan- 
tage, particularly in highly competitive programs. It 
seemed to us that many applicants who preferred to 
take civilian internships seemed to avoid interviewing, 
possibly feeling that this would give them a better 
chance for deferment because they might not be known 
— and, therefore, not selected. Some applicants could 
not be rated for selection because of incomplete folders, 
often without interviews. 

We acknowledge that the interview may cost the 
student time and cause him or her monetary inconven- 
ience, but we feel that the benefits to the student and to 
the Navy in the selection process far outweigh these 
other issues. 



The Operational Tour 

RADM Henry A. Sparks, MC, USN 

Deputy Surgeon General and 

Assistant Chief for Headquarters Operation 

The Operational Medicine and Research Develop- 
ment Committee took under consideration some 15 
agenda topics for review and analysis. We selected for 
presentation one important subject around which much 
of our personnel planning and utilization revolves: 
namely, the operational tour. 
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VADM Arentzen addresses a question from the floor. 



It is the recommendation of the Operational Medicine 
and Research Development Committee that all GME-1 
graduates, without exception, be assigned to opera- 
tional billets. This recommendation is made with the 
full realization that this policy will have a potentially 
negative impact, for one to two years, on graduate 
medical education programs. 

The institution of such a policy would, we believe, 
provide for the introduction of operational medicine 
into career planning of all junior medical officers at the 
most appropriate time; improve the acceptability of 
operational assignments as career enhancing; and im- 
prove the performance and prestige of Medical Corps 
personnel with the line community. 

Adherence to such a recommended policy would have 
to be tempered, of course, with appreciation of several 
hard facts, one of which is current accessions. 

GME candidates number about 300. There are slight- 
ly over 600 operational billets, which require an input of 
approximately 300 personnel per year to maintain read- 
iness on a continuing basis. Approximately 250 GME-2 
postgraduate positions are available in all specialty dis- 
ciplines per annum. At the moment, qualified active- 
duty applicants from the operational arena are selected 
to fill approximately two thirds of those 250 billets. 

With the implementation of a uniform policy with 
respect to a mandatory first tour in an operational as- 
signment, approximately one third of the graduate- 
level positions would remain vacant for one to two 
years. Now, that is the immediate prospect. But if we 
take into consideration the numbers that were projected 
on prospective accessions from the medical scholarship 
program, it doesn't take too much reflection to recog- 
nize that the circumstance will turn around completely 



within 36 to 48 months when the number of new acces- 
sions will go up significantly. Then we will have the 
problem of providing enough training billets for those 
physicians who have completed the operational tour. 

With respect to our recommendation, we offer it with 
the full realization that this is a complex issue; how- 
ever, we stand by the basic premise that there should 
be a 100% involvement in an operational tour following 
completion of GME-1 training. 



Technical Support 



CAPT James K. Summitt, MC, 
Chief, Ophthalmology Service 
NRMC San Diego, Calif. 



USN 



When Dr. Cassells asked me to address this particu- 
lar topic, I hesitated because I was afraid that the infor- 
mation I have might be a little inaccurate, and that I 
would say some things that someone in the audience 
could contradict. But I think the numbers that I can give 
you this morning, at least with regard to ocular techni- 
cians in ophthalmology and optometry, will suffice for 
some of the issues we ought to look at. 

While I'm going to be talking specifically about oph- 
thalmology and optometry, I recognize that almost all 
the specialties that use technicians will have similar, 
and probably worse, problems. I'm going to address 
San Diego specifically, because that's where I'm 
located. 
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VADM Arentzen introduces RADM Williams (left), retiring Deputy SG. 



As all of you know, San Diego is a large regional 
medical center. The Ophthalmology Department runs 
eight clinics and three operating rooms — frequently 
simultaneously — scattered over six military bases. 

We have an authorized ocular technician level of 30. 
But in February 1978 our onboard strength was 16, and 
for several months we had to restrict our surgery, stop 
routine leave, and underman the regional clinics. The 
number of technicians has subsequently increased to 
23, but we're scheduled within the next four or five 
months to go back to 17 or 18. 

I don't have any doubt that some of these technicians 
will be replaced, and the personnel documents that re- 
flect these changes will reflect the losses considerably 
before they do the gains. But, in any case, I think that 
we look forward to another period of several months of 
marginal capability. From talking to the other chairmen 
in my group, 1 think they are going to go through a 
similar period. 

Let's take a very brief look at the ophthalmology and 
optometry technicians in the Navy overall. We have 
approximately 182 authorized technician billets, with a 
current onboard strength of 158. This sounds pretty 
good — it's a shortfall of only about 25. But in the next 



15 months, we predict a loss of 97 technicians and a 
gain of only 71. 

The replacements that we expect are going to come 
both through the training cycle and through reenlist- 
ments. It's interesting that, in the predictions I could 
acquire, only 12 of those replacements are coming from 
reenlistments, and I think that again emphasizes the 
extreme importance of our efforts to keep our enlisted 
personnel in the Navy. 

In addition, we have raised questions as to whether 
the billet numbers scattered around the Navy are ade- 
quate, even if they are manned 100%. We recognize 
that there are a number of ways of determining the 
ancillary personnel that are legitimate for support of 
the professional officer, and it's a complex issue. In 
some instances, it might best be done by taking an in- 
dividual unit workload, such as a laboratory or an X-ray 
facility. In some specialties, such as dentistry or oph- 
thalmology, and probably ENT, it might best be deter- 
mined on the basis of the number of individual practi- 
tioners, and I understand that such a system has in fact 
been proposed and submitted to the Surgeon General 
for consideration in the field of ocular techs. This model 
assumes, also, that not only do you have the profes- 
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sional manpower that is supported by the technician 
manpower, but you also have facilities that are de- 
signed for the maximum utilization of both doctors and 
corpsmen. 

Finally, there is a problem not only of numbers but 
also of quality and distribution. Ocular technicians are 
divided into two groups: clinical technicians, who sup- 
port the ophthalmologist and the optometrist in the 
clinics, and surgical technicians, who work both in the 
clinic and in the operating room — but they are extreme- 
ly vital in the surgical suite. 

Today we have an onboard strength of 125 clinical 
technicians, but we have only 33 surgical technicians. 
It' s not too difficult to see that surgical technicians may 
not be available for all facilities, particularly the smaller 
hospitals that support one or two professional officers. 

I have been told that both Memphis and Yokosuka 
will be losing their surgical technicians this fall, with no 
replacements planned, and most certainly this is going 
to impact on their ability to do major ocular surgery. 
Even the larger hospitals, such as Philadelphia and 
Bethesda, are so tightly staffed with surgically trained 
technicians that unexpected leave or illness results in 
modified or canceled surgical schedules. 

We recognize that the solutions to these problems 
are not simple, and they'll take some time. But I per- 
sonally am convinced that the people here in Washing- 
ton are well aware of our problems and are working 
very hard to help solve them. 

I would propose that those of us who have been at 
this meeting take two steps on our own. The first one is 
to go back home and keep our enlisted people in the 
Navy, if we can. And the second is to document our own 
workloads and our own activities so that we can give the 
information to the people back here, to justify the needs 
that we know are real. 



Travel Funding 

CAPT Richard Davis, MC, USN 
Chief, Anesthesiology Service 
NRMC Oakland, Calif. 

A goodly percentage of you are program directors, 
and while this originally was an anesthesiology prob- 
lem, I think it affects several of you. 

The American Board of Anesthesiology has a bian- 
nual program directors' meeting which is not held in 
conjunction with any national meeting but is instead 
held at the annual assemblage of the board members 
for oral board exams. 

This year they have requested both the program 
director and the clinical competency chairman to 
attend. The board doesn't trust us to be totally honest 
about our residents, so they require that somebody 
besides the program director say this physician is actu- 



ally competent. Thus, they requested that two of us 
from each program come to the meeting. 

The meeting is a workshop-type meeting — thus it's 
both an official and an unofficial exchange of informa- 
tion. They solicit our opinions about proposed changes 
in board requirements, and they give us off-the-cuff 
information which may or may not ever come out in an 
official fashion. The meeting gives us an opportunity to 
get to know the board members, and for them to get to 
know us, on a somewhat personal basis. This, in the 
past, has proved of value when there have been prob- 
lems with board applications or problems that needed a 
little personal intervention. 

The only trouble this year was that nobody had any 
money for travel. The departmental funds were rela- 
tively spent, and we were not in a position to fund travel 
for two additional people. I went to the command and 
was able to get some money for this, but the command 
was in a bind because they had spent all their money. 
HSETC was solicited and was broke, so the problem we 
were faced with was how to pay for this meeting. Some 
of the Navy anesthesiologists were going on their own, 
on authorization orders; small amounts of money were 
pried out of various sources for other physicians. 

In the past, HSETC has funded this. I thought it 
was done on an official basis, but it turns out that it 
was done if there was money left at the time the appli- 
cation came in. This year, for various reasons, the 
money wasn't available. 

Our proposal is that there should be an obligatory 
funding mechanism of some sort. One of the logical 
ways to look at this is that it is an integral part of the 
residency program. It is just as important for the pro- 
gram director to go to the program directors' meeting, 
and thus keep his residency program viable, as it is for 
the resident to take his integral-part rotations and thus 
keep his residency viable. 

Education Up the Line 

CAPT Calvin Early, MC, USN 
Chief, Neurosurgical Service 
NNMC Bethesda, Md. 

We as program directors, as teaching chiefs, expend 
boundless energy in the education and training of our 
trainees, our attending staffs, and ourselves. But how 
much effort do we expend in the education of our com- 
mands, our Bureau, the CNO, and on up the line? 

I think it is abundantly clear that unless we are capa- 
ble of, and effective in, educating up the line, we will 
not long be successful in fulfilling our mission — either 
our peacetime mission of patient care for our benefi- 
ciaries or our contingency mission. 

Is it not possible to educate our superiors so that they 
can understand and accept the fact that it may be nec- 
essary to provide a certain resource — be it materiel or 
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personnel — in peacetime, so that another resource — 
e.g., a neurosurgeon — might be available for the con- 
tingency? In the general practice of neurosurgery at the 
present state-of-the-art, a surgical microscope and 
many microsurgical instruments are absolutely manda- 
tory. But they are unnecessary — and in fact they are 
essentially useless — in war neurosurgery. I can guaran- 
tee you, however, that unless they are provided, you 
will not have one single neurosurgeon worth his salt on 
the line to treat the battle casualty when the need 
arises. 

The example I have given involves materiel — micro- 
surgical equipment — but is the intellectual step from 
materiel to personnel so difficult? Can we not educate 
the powers -that- be to the fact that it may be absolutely 
necessary, in the peacetime situation, to have certain 
personnel who may have no significant direct role in the 
contingency situation, in order to have on the line a 
neurosurgeon or some other person who is absolutely 
necessary for the contingency, when that contingency 
comes? 

We have been told there is a document that states 
that all billets must have a contingency function. A 
document is a piece of paper. Thinking mem can tear 
up pieces of paper — even the Constitution can be 
amended. Documents should exist to aid in the solution 
of a problem, not to enslave men so that they cannot 
effect solutions. 

Take billeting documents, for example. They exist to 
provide a solution to a problem. If the problem changes, 
or ceases to exist, or if a better solution is found, the 
billet should be changed to meet the new situation. 



Too often we find ourselves trying to mold our 
solution to fit the billets. Clearly, this is putting the cart 
before the horse. 

One of my staff neurosurgeons recently spent six 
weeks shipboard — he was one of the last medical offi- 
cers to be so assigned under the fleet pool concept. He 
is very career oriented, and I encouraged him to volun- 
teer for this assignment. When he returned, he told me 
of about 20 corpsmen he had observed who were as- 
signed to the Marines — X-ray techs, lab techs, other 
critically needed clinical personnel. He saw them 
essentially wasted, while both before and after his 
cruise he saw patient care seriously faltering because 
of lack of such personnel. 

Can't CMC and BUPERS be educated to preclude 
such waste? Can they not be shown that providing clini- 
cal care now, rather than sitting on their duffs ship- 
board, does not detract one fig from our corpsmen' s 
ability to perform in the contingency? 

Many of us on the front line of clinical care believe 
that BUMED has no higher, no nore important task 
than this education up the line. We hold that unless this 
effort is reasonably successful, our work in our training 
programs and clinical centers, and our efforts in con- 
ferences such as this one, will bear little but rotten 
fruit. Indeed, without such education even our most 
sincere efforts to meet our contingency responsibilities 
are also doomed to failure. 

We on the front line of clinical care and training 
recognize that education up the line is not the Bureau's 
only responsibility. Certainly, goal direction, regula- 
tion, and monitoring of patient care are among its many 
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responsibilities. But we contend that we clinicians are 
well enough grounded in our jobs that we really require 
very little regulating, and we view education up the line 
as a function of the Bureau which is more vital to ful- 
filling the mission of the Medical Department, contin- 
gency or otherwise. 

At many of these SAC meetings, we have often been 
given charges. I think that now we, the clinicians, 
charge you, the Bureau, with this responsibility of 
education up the line. 

I conclude, then, with three questions: Where, in the 
rank order of relative priorities, does the Bureau place 
the function of education up the line? Are those up the 
line educable? How effectively is the Bureau now carry- 
ing out this responsibility, and what are the prospects 
for the future? 



Orthopedic Staff Shortages 



CAPT 8.K. Slemmons, MC, USN 
Chief, Orthopedic Service 
NNMC Bethesda, Md. 



At the last SAC meeting, the Orthopedic Committee 
projected a 53% reduction in orthopedic staff positions 
by 1979. We felt that this would necessitate reductions 
in provided services and should not occur at the ex- 
pense of training programs. We recommended elimina- 
tion of orthopedic positions at 11 facilities and reduction 
in the number of orthopedic surgeons at 16 other sites, 
amounting to a total reduction of 42 billets. 

As of July 1978, there were eight hospitals that did 
not have orthopedic surgeons: Cherry Point, Guan- 
tanamoBay, Key West, Lemoore, New Orleans, Patux- 
ent River, Quantico, and Whidbey Island. In 1975, the 
SHORSTAMPS people did a study of the orthopedic 
community and recommended one orthopedic surgeon 
at Cherry Point, none at Guantanamo Bay, one at Key 
West, one at Lemoore, none at New Orleans, none at 
Patuxent River, two at Quantico, and one at Whidbey 
Island. The SAC Orthopedic Committee came up with 
the same figures. That leaves us now with a deficit of 
six orthopedic surgeons and with eight facilities that do 
not have orthopedic surgeons. 

Based upon projected losses, by July 1979 — and 
certainly by October 1979 — five additional hospitals will 
lose their entire orthopedic staff. Beaufort will lose two; 
Corpus Christi, two; Okinawa, two; Port Hueneme, 
one; Roosevelt Roads, one. The SHORSTAMPS people 
recommended that to cover these five hospitals we need 
20 orthopedic surgeons, while the SAC committee 
recommended 14, with a bare-bones minimum of 11. So 
by July 1979, 13 hospitals will not have orthopedic 
surgeons assigned, and there will be a deficit, in these 
hospitals, of 26 orthopedic surgeons from the SHOR- 
STAMPS recommendation and 17 from the SAC com- 



mittee's bare-minimum recommendation. 

In July 1979 or shortly thereafter, based on projected 
losses, the following 10 hospitals will each have one 
orthopedic surgeon remaining: Philadelphia, Guam, 
Charleston, Great Lakes, Memphis, Subic Bay, Rota, 
Yokosuka, Naples, and Newport. The SHORSTAMPS 
people recommended that these hospitals should be 
staffed with 34 orthopedic surgeons. Our SAC commit- 
tee recommended a bare minimum of 28, leaving these 
hospitals with a deficit of 18 from the committee recom- 
mendation. 

Five hospitals will have two orthopedic surgeons 
each after July 1979: Bremerton, Camp Lejeune, Long 
Beach, New London, and Annapolis. The SHOR- 
STAMPS recommendation for these five hospitals was 
26 orthopedic surgeons. The SAC committee recom- 
mended a bare minimum of 19, which will leave a defi- 
cit of nine from the committee recommendation. 

As of July 1979, three hospitals will have three 
orthopedic surgeons each: Jacksonville, Orlando, and 
Pensacola. SHORSTAMPS recommended that these 
hospitals should be staffed by 19 orthopedic surgeons. 
The SAC committee recommended 14, leaving a deficit 
of five from the committee recommendation. 

One orthopedic program is better off than most 
others — that at Camp Pendleton, where there will be 
four orthopedic surgeons. But even there the SHOR- 
STAMPS people called for an orthopedic staff of 10. 
Our committee felt they could probably get by with six, 
which means a deficit of two from our recommendation. 

At the orthopedic residency training program hos- 
pitals, the staffing, after July 1979, will look like this: 
Bethesda, three; Oakland, four; Portsmouth, four; San 
Diego, five. The SHORSTAMPS recommendations 
were nine for Bethesda; for Oakland, at least six; for 
Portsmouth, eight; for San Diego, nine. 

The SHORSTAMPS study, then, recommended that 
the total staffing of Navy orthopedics should be 147. 
Our SAC committee felt that we could operate, at a. 
bare-minimum level, with 114. 

Onboard strength in July 1979 will be 48. This leaves 
us a deficit, from even our bare-minimum recommen- 
dations, of 66 orthopedic surgeons. Now that does not 
include the 11 graduating residents, so if we add those 
11 to the 48, we will have a total of 59. There will be 11 
residents, then, to fill 66 billets. 

Now, as to priorities, we still feel that we cannot 
allow our residency training programs to go downhill. If 
qualified staff were transferred from other hospitals to 
training programs, this would include transfer of a man 
from Memphis, transfer of a man from Yokosuka, and 
transfer of a man from Charleston. If, in addition to 
this, one of our prospective candidates for reentry into 
Navy orthopedics is successful, and if six of the 11 
graduating residents are kept in training programs as 
staff, then our training programs remain viable. 

But the second priority, as I see it, is our overseas 
hospitals, which have no other resource for orthopedic 



Volume 69, December 1978 



19 



care. The five remaining residents who are finishing in 
July 1979 could fill orthopedic billets at Yokosuka, 
Okinawa, and Roosevelt Roads, but we would be 
adding Charleston and Memphis to the list of non- 
staffed hospitals. 

Now a few additional comments: 

• There is an orthopedic need to defer medical 
scholarship students for outservice training in much 
greater numbers. But until the Uniformed Services 
University provides input into our residency applica- 
tions, the deferments must be selective and identified 
as early as possible, so that those medical students may 
apply and accept civilian residency positions. 

• We are in deep trouble in our ability to provide 
orthopedic care to active-duty personnel at important 
naval facilities. General surgeons are going to be called 
upon, more and more, to provide this care, and a 
greater burden is going to be placed on the operational 
and family practice physician. Are those people receiv- 
ing adequate training for this in their training pro- 
grams? 

• Members of the SAC Orthopedic Committee are 
firmly opposed to contracting with civilian orthopedic 
surgeons to provide care to active-duty personnel. 
There are a number of reasons we fee! this way, and I 
think all you have to do is reflect on what contracting 
has done to cost, morale, and retention when other 
specialties have been forced to go that route. 



went to San Diego, how very small the window on 
Washington is, and it's not just the three-hour differ- 
ence. I'm looking at SAC from an entirely different per- 
spective this year. 

Our committee has agreed unanimously that SAC 
most certainly should continue. SAC is expensive, but I 
think it is one of those circumstances where we cannot 
afford to save the money. The same general format 
appears to work well and should be continued. 

We do feel that participation ought to be expanded to 
include some representatives from outside the eight 
graduate training hospitals, and some additions should 
be made from within those institutions. 

We are concerned that the teaching requirements 
and capabilities of staff assigned to family practice 
training programs are not always very well addressed. 
At a minimum, we would like to see two non-family- 
practice specialists from those four hospitals attend 
SAC, for the dual purpose of helping in the family 
practice selection process and, even more important, 
sitting with their ow- specialty groups in order to 
emphasize the legitimate staffing needs and special 
requirements of their departments in those family prac- 
tice training hospitals. 

Another issue that we addressed, although we were 
not charged to do so, relates to the junior officers. 
While those of us in this room are, generally speaking, 
savvy enough — and, more significantly, senior enough 



The Future of SAC 



CAPT J.S. Cassells 
Director of Clinical Services 
NRMC San Diego, Calif. 

The Directors of Clinical Services Committee was 
given, in addition to the task of circulating among the 
various committees here at SAC, the charge of address- 
ing the issue of SAC itself. Should it continue? If it con- 
tinues, what format should it take? 

Historically, SAC developed as a mechanism to allow 
training-program directors some say in the selection of 
the trainees assigned to them. Over time it has 
acquired another function: the establishment of a dia- 
logue — the giving and receiving of information in both 
directions, between the Bureau and the field. A signifi- 
cant side benefit has been the opportunity to gain 
access to key people for discussion of our local prob- 
lems and the opportunity to discuss with our peers 
similar or different problems in our own facilities. 

As valuable as this is for those of us here, it is incum- 
bent upon us to carry that information back with us and 
to disseminate it, not just to the CO's office but 
throughout the command, I had not realized, until I 




CAPT Cassells 



20 



U.S. Navy Medicine 




CAPT J.J. Quinn responds to a question put to the discussion panel. At right: RADMs Sparks and Williams. 



— to get the information we need in some way, that is 
not generally true of our younger colleagues. It is our 
responsibility, of course, to transmit information to 
them. But there is nothing like occasionally getting it 
from the horse's mouth. A number of alternative ap- 
proaches to that problem — beginning with bringing a 
few of the junior officers to SAC — have been sug- 
gested. There is also the suggestion that we conduct 
workshops — one on each coast, perhaps — for junior 
officers. 

It is true that it is the young medical officers outside 
the graduate training centers who have the greater 
problem. The military sections of the various specialty 
societies offer an approach, but that is obviously not the 
total solution. We have had that mechanism in force for 
some time now. 

Each of us on our committee has a different opinion 
as to how to accomplish this goal. But accomplish it we 
must, because — make no mistake about it, my friends 
— unless we do something about communicating better 
with our younger colleagues, this room will be empty in 
a few years. 

I began this morning's session by stating that I felt 
there had been a more positive atmosphere at this 
year's SAC. I continue to believe that. My idea of a 
"pall of gloom" is a situation where there is no solu- 



tion. I think that we are not in that kind of position this 
year. I think solutions to our problems are possible by 
the exercise of common sense and reasonableness. I 
believe in my bones, as I've said before, that this 
system of ours can accommodate anybody's reasonable 
request. 

DISCUSSION 

VADM W.P. Arentzen, MC, USN: Let's quickly go through a 
few of the issues that have been raised: 

Scholarship students: providing the list of billets when they 
start out — that's no problem. 

Interview by at least one medical officer at the training 
hospital — 1 think that's a good suggestion and should be im- 
plemented as soon as possible. 

Deferments granted, if possible — Well, of course that's 
been one of my long-range plans: to defer as many as human- 
ly possible. Shortly after I took over, I realized that all of our 
Medical Corps scholarship student billets were not filled — 
because, I was told, "we didn't think we would need them." 
They're all filled now, and I'd like to get more billets and 
defer a minimum of 200 a year to get training on the outside, 
to stop the inbreeding and to ensure us a good supply of 
trained people. 

1 couldn't disagree with Henry Sparks more when he says 
underfill our residency training program by one third. I just 
can't conceive of that — the only thing keeping us together is 
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our training program. I realize that we have a commitment to 
the operational forces — we'll meet that commitment — but 
we're not going to cut back on our training programs. That 
would be absolute suicide, and everybody in this room, I'm 
sure, would be leaving as soon as he or she possibly could. 

We have a line credibility, and we're getting more all the 
time. The OP-093 hat the Surgeon General now wears gives 
us free access to the CNO and to all the deliberations over in 
the Pentagon. That never happened to us before. 

When I meet with the CNO in our daily morning conference 
— that's where we educate these people to our needs. At the 
VCNO's conference, where all the "three stars" are, and the 
other admirals over at the Pentagon — that's where we can 
educate them as to our needs. But we don't have to educate 
them that much; they know our needs. 

You must realize that they, too, are strapped, the way we 
are. They're short, right now, close to 6,000 enlisted. Another 
angle of that is that the pool of people available for enlist- 
ments is decreasing each year. 

The answer to the whole thing is not in recruitment; it's in 
retention. That's where we have to make great strides. That's 
why I said, in my opening remarks the other day, that we have 
to retain every one of you teachers in this room or we're in 
serious trouble. 

You have to have a positive attitude with the people work- 
ing for you. There are going to be a few lean years, but, you 
know, it's predicted by OSD that by 1981 or 1982 we're going 
to have an excess of medical officers. We must keep you fel- 
lows in this room in, and you must retain all your good teach- 
ers that you possibly can and get off the gloom-and-doom 
kick. Things are going to be better in a few years. 

Technicians — that's a very sore point with yours truly. Last 
year I think I may have said at this conference that by 1978 
we're going to be 100% manned in all our tech ratings. Al- 
though I had been promised that we'd be up to strength, 
we're not, and ophthalmology, for example, is at only 71%. 

A few of the ratings, I've been told, are overmanned, and 
there were plans to cut back on training for them. But my idea 
is not to cut back on the training, but to increase the number 
of billets. We need more technicians. Dr. Summit was right 
when he said let's go back and retain our technicians — retain 
them and document the workload. 

As to education up the line, I really do feel that the line is 
listening to our problems. The last CNO and the present CNO 
have said many times that it's medical care that keeps the en- 
listed man in the Navy — if the dependents are not happy with 
the medical care, the sailor's going to get out — and they've 
asked many times what they can do to help. 

The waste of technicians with some of the Marine divisions 
is a sore point with me too, but 1 think Roger Milnes can talk a 
little bit about FAC coding here. 

RADM R.F. Milnes, MC, USN: The first day of this con- 
ference we talked about FAC coding. What we've done is 
come to an accommodation with the Marine Corps regarding 
some of our specialists. We have selected some 104 people 
who are going to be FAC coded to the Marine Corps. They 
will be a variety of specialists, surgeons, neurosurgeons, 
maybe even the chief of surgery. They will be given the op- 
portunity annually to have some updating in field activities. 
Even that small amount of training time is not all that hap- 
pily received by our senior people or our specialists, but I 
think it's a must to maintain our credibility with the Marine 



Corps. This training is good for everyone and gives our physi- 
cians an idea of what the Marines are really doing. And the 
Marines, in fact, are the people who are ready to go to war 
tomorrow. 

FAC coding is a way to alleviate a personnel problem that 
has been bothering all of us. 

VADM Arentzen: I think that account of the fact that the 
Marines have gone along with this lets you know that they're 
listening also. 

As to corpsmen — our corpsmen's billets are 98.3% filled, 
which is better than any other line community at the present 
time, as far as enlisted rates go. 

Orthopedics is a problem, no doubt about it, and we're go- 
ing to have to get some people in outservice training — we 
have to increase the numbers somehow. We've declared 
orthopedics a critical specialty, so we can now recruit at the 
0-5 and 0-6 levels. Like Dr. Slemmons, I don't like contracts 
— they give us two classes of citizen; the well paid and the 
underpaid. 

I think we'll get more subspecialty training — if we have to 
go outside to get it, we'll do so. 1 repeat what I said before: 
training is our life's blood; we just can't do without it. 

Communication with our junior officers is absolutely essen- 
tial. As Joe Cassells and 1 had planned before he left here, 
we'll have a meeting on the East Coast and one on the West 
Coast to see how they feel and communicate back to them. 

I have found, unfortunately, that our commanding officers 
are not talking to their staffs. It's surprising how many of our 
CO's do not even know their staffs. 

When I get a resignation that comes across my desk, I pick 
up the phone and call the individual myself, and I think per- 
haps this year I've saved about 12 physicians. It's surprising 
that many times I'm the first one to talk to them. Even you, as 
chiefs of services, have not talked to these individuals to try to 
retain them. I think you must give a little better try. We have 
to make the place better so people stay in. We have to show 
more attention to our junior officers. 

I'd like to ask Bob Williams, our departing Deputy Surgeon 
General, to say a few words, since this will be Bob's last 
meeting — in fact, he has only about two more weeks on active 
duty. 

RADM R.G. Williams, Jr., MC, USNt I've had the good for- 
tune to have excellent opportunities throughout my Navy 
career. Early in my career, I served with the fleet, and it gave 
me a great deal of respect and admiration for those with 
whom we serve. I think that any of you in this room who have 
not had that opportunity have really been cheated. You can 
highly recommend it to those whom you are training and hold 
your head high, without any concern for what the outcome 
will be as far as their experience is concerned, unless they are 
totally negative individuals. 

Regarding the comments that were made on education up 
the line, I can assure you that the Surgeon General and his 
staff are making efforts, on a daily basis, to do exactly that — 
to educate our line superiors and our civilian superiors. I have 
been personally involved in many meetings, during this past 
year, that have been fruitful and educational to me, and I can 
tell you that these people are well aware of our problems and 
are trying to help us. They have significant problems of their 
own, however, and we have to go about our business in a 
businesslike way. We have to live within the constraints im- 
posed by OMB, GAO, the analysts, and all those other people 
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who are in positions of power and who are working for the 
President, who's trying to cut the Defense budget. 

Now this doesn't mean that we should assume a picture of 
gloom because we're living within these constraints. It merely 
means that we have to learn how to deal with these problems 
in a more businesslike manner. 

1 commend all of you for the efforts that you make at these 
sessions — they are very helpful to us in the Bureau. We do 
take heed to what you say. We do try to work with you and 
bring to fruition some of your suggestions, and all of them are 
considered. 

My best wishes go to you for continued success. I hope 
you'll give deep thought to the Surgeon General's request 
that you remain and give him the support he needs to make us 
continue to have a viable Medical Corps. 

VADM Arentzen: Admiral Conder, would you address the 
problem with nurse anesthetists? 

RADM Maxine Conder, NC, USN: We in the Nurse Corps 
have to live with billet requirements just as the rest of the 
Medical Department does. Several years ago, we found our- 
selves with about 16 nurse anesthetists in excess of our bil- 
lets. We tried to negotiate for additional billets from the 
Medical Corps, so that we would not have to slow down our 
training input. When these billets were not forthcoming, we 



did slow down our training input. Additionally, we under- 
guessed our projected losses. 

Over the last year, we have lost approximately 22 nurse 
anesthetists. With only about 70 billets, to lose that number 
— with the threat of an additional 13 nurse anesthetist losses 
— means that we have problems. 

We are actively recruiting. At the present time, I think we 
are actually two under our billets. We also have received 
some FAC-coded billets from the physicians, and 10 of these 
have been dedicated for nurse anesthetists. 1 am not too hope- 
ful of filling all those billets through the recruiting mecha- 
nism, so I urge everyone — surgeons, anesthesiologists — to sit 
down and talk to our nurse anesthetists, listen to them, and 
encourage them, too, to remain on active duty. 

VADM Arentzen: One thing I didn't address yet is Dr. 
Davis's thoughts on the program directors' attendance at 
meetings. We concur that they should go. 

For those of you who don't know, last year we fenced the 
travel dollars that we gave out to your commands. In the past, 
a certain number of dollars were given with a travel ceiling, 
and if the old man wanted to use some of that money for 
something else, he just didn't give you your travel authoriza- 
tion. This past year, we fenced those dollars; he had to spend 
them on that and nothing else. I will get a report at the end of 
the fiscal year, and in the case of those CO's who have not 
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spent their travel floor, this will reflect in their fitness reports, 
I can assure you. 

We must have every dollar we get for travel used for con- 
ference travel. That's such an important thing to every one of 
you here, and to all the residents and everybody else, and this 
year that travel money will be increased. 

I made a trip out to WESTPAC in the spring, and I found 
rather a lot of discontent among our dentists and physicians 
because they are stuck over there for 42 months, in some 
cases, with no chance for travel. I intend to increase their 
travel dollars, so that at least once during their tour, they'll 
have a chance to come back to a professional meeting. 

CAPT P.D. Nelson, MSC, USN: I would like to say something 
in direct support of our Surgeon General's leadership and 
emphasis on the importance of training. 

In the Medical Service Corps today, we face many of the 
problems I've heard you discussing here this week. We are 
undergoing many changes also, and if I and the staff that I am 
bringing to the Medical Service Corps directorate do our job 
within the next year or two or three, then I think a decade 
from now we're going to see the greatest change in the Medi- 
cal Service Corps structure, professions, and quality of our 
people that we have ever seen. Continuing education, not 
only for early professional development but for midcareer 
shifts in professional emphasis and job requirement, will be 
emphasized, as seems the case in the innovative concepts 
RADM Barchet and his staff at HSETC are developing. 

I would ask each of you, in your important roles as leaders, 
to stress the concept of leadership among our Medical Service 
Corps officers as well as our up-and-coming physicians, den- 
tists, nurses, and hospital corpsmen. We call upon you also, 
within the priority structure of budgeted funds for travel and 
continuing education, to consider the Medical Service Corps, 
along with the Medical Corps, Dental Corps, Nurse Corps, 
Hospital Corps — the entire Medical Department structure — 
as all being vital in this continuing education process. 

RADM P.E. Farrefl, DC, USN: 1 think recruiting is such an 
important issue that we should all give our utmost attention 
to it — not just recruiting of our officers, but of our enlisted 
people as well. For too long, we have given lip service to this. 
And I think that, as has been said before this morning, you 
are each going to have to spend some time and sincerely talk 
with your personnel, and try to get them to stay with us. 

Another thing I think is so important is that we have to be a 
little more compassionate and show a little more care and 
concern for our patients. I think we should renew our dedi- 
cation to all our eligible beneficiaries: our active-duty per- 



sonnel, our dependents, and especially our retired person- 
nel. We will do what we can for our own people — take care of 
our own. 

VADM Arentzen: I have used the circumstances of certain 

medical officers as an example in testimony to Congress. As a 
result, for the first time they have realized that pay inequities 
do exist, and as soon as possible they will try to correct them. 

We have 269 medical officers now who have served 20 
years plus. This is my grave concern as I look around this 
room. We can't just replace you overnight — we must keep 
you — and we have to find ways to make you want to stay in 
and to keep our training programs going. 

I have just a few more comments. I'd like to mention the 
medical school — USUHS. I am very anxious to press the med- 
ical school to have on its staff some of our teachers from 
locations other than Bethesda. I want to get some from the 
West Coast and all our teaching hospitals. I've told Jay San- 
ford, the dean, that I will pay the transportation and per diem 
to bring anybody that he appoints to the staff to Bethesda for 
a week, two weeks, a month — whatever he wants. I feel this is 
an incentive to all the good physicians throughout the Navy, 
and I intend to press that with Jay. 

Another thing about USUHS — use their talents. They have 
a tremendous group of basic sciences people over there, and 
Jay Sanford is willing to send them all over the country to do 
some teaching, so make use of them. 

About the Medical Service Corps — I'm getting most con- 
cerned about the loss of superbly trained young MSC's. They 
see a bottleneck at the top; they don't think they're appre- 
ciated that much by the Medical Corps. There are lots of these 
young fellows I would like to keep in the service, so take a 
little interest in them also. 

I'll just wind up by asking you to stay with us, because if we 
lose any great number of you fellows in this room, some of our 
teaching programs will go down the tube. I'm not going to 
have a training program run by somebody who has just fin- 
ished his residency, without any experience, without a gray 
hair on his head, so think twice before you put your papers in 
to retire or resign. We're working on getting you more in- 
centives to stay in when you've reached 20 years. And if you 
want to stay clinical, well, then, just stay clinical. If you want 
to stay at a place, we're going to let you stay as long as we 
possibly can. 

I'll end by saying thank you for your contributions this 
week. We'll take everything you said into our deliberations 
and do our best to make the Navy Medical Department just a 
little bit better. 

Thank you very much. 
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3:3 
torso harness 7:2 
Reserve, Naval 

Medical Reserve Policy Advisory 

Board 1:9 
physicians needed as medical school 

liaison officers 1:13 
training 3:14 
Residency programs 6:29 
Resignation requests, Navy 4:29 
Retardation, child abuse as a major 

cause 7:19 
Rheumatoid arthritis 1:23 
Richter, T., CAPT, MC, USN, the Uni- 
formed Services University School 
of Medicine 12:8 
Ridenour, R.I., LCDR, MC, USNR, in- 
tern selection 12:14 
Roster, key Medical Department per- 
sonnel 9:19 

SAC (see Meetings) 
Safety 
emergency power for hospitals 6:21 
standards 10:5 

use of ethylene oxide in hospitals 4:15 
Sampson P-3 frame for use with sub- 
marine EAB mask 10:18 
Sanborn, W.R., CDR, MSC, USN, re- 
ceives Major Gary Wratten Award 
2:3 
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Sandfly research 1:4 
Scholars' Scuttlebutt 
ACDUTRA 3:16, 4:16 
clerkships at Navy medical facilities 

7:6 
GI bill education 1:29 
how to get the training you want 5:10 
medical school liaison officers, list of 

9:8 
Navy scholarships: What can they 

offer? 8:5 
physical exam before ACDUTRA 1:29 
reimbursements 1:29, 11:28 
residency programs 6:16, 10:14 
Servicemen's and Veterans Group 

Life Insurance 2:29 
tax relief 1:11 

Where are the ensigns? 3:17 
Senior, J.R., CAPT, MC, USNR, flag 

officer selectee 5:3 
Servicemen's and Veterans Group Life 

Insurance 2:29 
Shipboard medicine 7:14 
Ships 

medical practice at sea 7:10 
medical packs aboard 2:4, 6:4 
USS Coral Sea 3:2 
work-related accidents aboard 5:21 
SITREP, BUMED (see BUMED SIT- 

REP) 
Slemmons, B.K., CAPT, MC, USN, 

orthopedic staff shortages 12:19 
Smallpox immunization for dependents 

2:16 
Smoking 1:1 
Smoking Digest 6:29 
Sparks, H.A., RADM, MC, USN 

medical readiness for operational 

contingencies 11:14 
the operational tour 12:14 
Spectacles, prescription 3:18 
Stretcher, life support 5:6 
Stroke-care guide 8:29 
Stroke victims, group therapy for family 

9:2 
Stomach 
bezoar: an unusual complication of 
surgery for dumping syndrome 
9:24 
Stomatitis medicamentosa associated 
with gold therapy for rheumatoid 
arthritis 1:23 
Students (see Scholars' Scuttlebutt) 
Submarine EAB mask, Sampson P-3 

frame for use with 10:18 
Suffering, necessity of 2:12 
Summerour, T.J., CAPT, MSC, USN, 
receives Andrew Craigie Award 2:3 
Summitt, J.K., CAPT, MC, USN, tech- 
nical support 12:15 
Surgery 
bezoar: an unusual complication of 
surgery for dumping syndrome 
9:24 



Survey 
Navy physicians 11:29 
tarsal coalitions found at MCRD Par- 
ris Island, S.C. 4:26 
Swanson, G.C., LCDR, MC, USN, re- 
ceives Federal Medical Resident's 
Award 2:3 
Swope, J.P., CDR, MC, USN 
emergency power for hospitals 6:21 
safe use of inhalation anesthetics in 

ambulatory care facilities 1:6 
use of ethylene oxide in hospitals 4:15 



TANDY, R.W., CAPT, MSC, USN, 

named director of Hospital Corps 
11:2 
Tax relief for AFHPS students 1:11 

Technicians, ocular 12:15 

Technology assessment, medical, in the 

U.S. 1:17 
Tissot, J.E., CW02, USN, physician's 
assistant consultant at BUMED 
10:3 

Tooth- supported full denture prosthe- 
ses 2:22 
Training (also see Education) 

ACDUTRA clerkships 7:6 

AFIP courses 2:6, 3:20, 4:6, 7:8, 8:7, 
9:6, 10:6, 11:4, 12:5 

ambulance driving, Navy 3:8 

casualty treatment 8:6 

clinical cytopathology 11:5 

cold-weather exercise 8:20 

cold-weather medicine 8:20, 11:5 

correspondence courses 2:6, 6:5,6 

'C* school course for DTs revamped 
8:4 

dental continuing education 1:12, 2:6, 
7:8, 8:6, 9:6, 10:6, 11:4, 12:5 

dental officers selected for advanced 
training 3:20 

dental residency/graduate/fellow- 
ship training programs for FY79 
6:24 

forensic pathology, advanced 2:6 

graduate medical education 12:6, 14 

guidelines for 'integral parts of train- 
ing' 10:19 

Hospital Corps school 2:14 

how to get the kind you want 5:10 

industrial and occupational hearing 
courses 5:7 

infectious disease 11:5 

landing force medical staff planning 
3:9 

lung diseases, supercourse 10:6 

management 6:6 

medical residency/fellowship train- 
ing programs for FY79 6:25 

MSC officers' programs 8:18 

NBC warfare 11:5 

nuclear weapons effects course 4:20, 
6:6 



Nurse Corps continuing education 

1:12, 2:6, 3:20, 7:8, 8:6, 11:4 
nurse practitioner programs 2:10 
occupational health workshop 10:7 
operational medicine workshop 5:29 
operative dentistry course revised 4:6 
opportunities for Nurse Corps officers 

5:20 
patient services program 9:6 
Reserve, Naval 3:14 
residency programs 6:16, 10:14 
San Diego courses for DTs outlined 

10:20 
surgical pathology 4:6 
tuition assistance for part-time out- 
service training 10:7 
Transplants, organ 4:29, 10:29 
Travel funding 12:17 
Trichloroethylene dangers 5:23 
Tuition assistance for part-time outser- 
vice training 10:7 

UNIFORMED Services University 

School of Medicine 12:8 
Urology 

radiation cystitis 8:27 
prostatitis, chronic bacterial, treat- 
ment with trimethoprim-sulfa- 
methoxazole 9:26 

VACCINE, yellow fever 9:11 

Van Peenen, P.F.D., CAPT, MC, USN, 

preventive medicine: is it the 

career for you? 2:8 
Veterinary medical support, military 

1:10 

WATER survival devices, new 4:29 

Weight standards 1:9 

Weinstein, G.S., LCDR, MC, USNR, 

bezoar: an unusual complication of 

surgery for dumping syndrome 

9:24 
Willis, P.W. Ill, CAPT, MC, USNR, 

flag officer selectee 5:4 
Wilson, A.C., RADM, MC, USN, bud- 
get update: dollars, facilities, 

equipment 11:25 
Winans, L.F., LT COL, USAF, nuclear 

weapons effects course 4:20 
Wirthlin, M.R., CAPT, MC, USN 

(Ret.), in memoriam 4:5 
Wirthlin, M.R., Jr., CAPT, DC, USN, 

the role of preventive dentistry in 

the Navy 7:22 
Women 

Kaires, P. A., LCDR, MC, USN, first 

woman submarine medical officer 

11:3 
pap smear problem 9:29 

YELLOW fever vaccine 9:11 
Yokosuka, Japan, new medical center 
under way 8:3 
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